Dr G D Pegrum said that several features were of particular interest in this patient with cold hamagglutinin disease. Peripheral gangrene accompanied the associated Raynaud's phenomenon. Two separate protein abnormalities had been found: an anticipated IgM with anti-I specificity directed against red cells and possible white cells, and an unexpected gamma band of IgG origin. The former might occur in malignant lymphoma which sometimes presented with high cold heemagglutinin levels, but there was no clinical evidence of this condition at present. Chlorambucil surprisingly did not give rise to clinical improvement and indeed caused profound thrombocytopenia, but subsequently prednisolone was highly beneficial.
Pseudocyst of the Pancreas due to Trauma:
Spontaneous Intraperitoneal Rupture R Baker FRCS (The Royal Northern Infirmary, Inverness, IV3 5SF) Mrs C B, aged 29 Admitted 17.9.72 following a blunt abdominal injury from an accident on a go-kart track.
After a few days she developed a pseudopancreatic cyst. The nature of the epigastric swelling was confirmed by an intravenous pyelogram (IVP) (Fig 1) and a barium meal ( Fig 2) showing anterior displacement of the stomach, associated with a serum amylase of 4000 iu.
A conservative course was adopted but on 9 October she developed the features of generalized peritonitis due to intraperitoneal rupture of the cyst, treated by laparotomy and external drainage. Her condition improved and after the third day the drains t'.0x.X .~~~~~~~~~~~~~~~~~~~~~~~~:~-: . .. ..:....
Fig 1 Intravenous pyelogram showing large soft-tissue shadow in left hypochondrium
were removed. Her serum amylase fell but two weeks later rose to 5500 iu. This coincided with a recurrence of a cystic epigastric mass.
Laparotomy (26.10.72) revealed a huge cyst behind the stomach and a woody, cedematous, black-looking pancreas but no obvious splitting of its substance or duct injury. The cyst was approached through the gastrocolic omentum and a posterior cyst gastrostomy was done with closure of the omentum afterwards.
Following this she developed a profuse gastric ,,nd pancreatic fistula, losing between 2-4 litres of fluId a day. She had a persistent fever for six weeks and developed a left iliofemoral thrombosis due to prolonged intravenous cannulation.
During November she had three emergency operations for hiemorrhage from the track of the fistula. The first two hoemorrhages were preceded by slight bleeding from the track. At each operation, after suture of the bleeding point, an attempt was made to close the gastrostomy and at the last operation a feeding jejunostomy was done. By early December she was losing ground, the fistula had persisted and attempts to feed her through the jejunostomy caused profuse diarrhoea. At a further operation, after a difficult dissection, the hole in the stomach was closed round a gastrostomy tube and after this the fistula gradually dried up and the wound healed by granulation. Since this time the patient has become well and put on weight but is significantly troubled by the residual swelling of her left leg.
Discussion
Intraperitoneal rupture of a pancreatic pseudocyst is rare but carries a mortality of 50-70% (Becker et al. 1968 ), Hanna 1960 , Littman et al. 1970 ). Pseudocysts are not benign. There is a 40% incidence of secondary complications, e.g. hrmo- Simpson & Srivastava 1973, by kindpermission) rrhage and infection, which themselves carry a 20% mortality (Northrup & Simmons 1972) .
Although some writers (Cerilli & Faris 1967 , Balfour 1970 , Tucker & Webster 1972 recommend delayed treatment of these cysts, this patient would have benefited from early internal drainage as suggested by Thomford & Joseph (1969) and Wilson & Costopoulos (1967) . The three incidents of hemorrhage confirmed the need for prompt surgery emphasized by Cogbill (1968) .
The problet of operating on an immature cyst might have been overcome by adopting a technique advocated by Simpson & Srivastava (1973) in which a T tube is used (Fig 3) . This allows both external and internal drainage and also radiological follow up of the cyst cavity.
Dr J S Stewart asked if many abdominal injuries had been seen from go-kart tracks. He recalled that some notable gastroenterologists at their annual meeting near this track last year had achieved remarkable speeds on these go-karts.
Mr R C N Williamson said that glucagon had been advocated in the treatment both of acute pancreatitis and pancreatic fistule. Recent work at St George's Hospital suggested that glucagon therapy lowered the mortality of acute pancreatitis (Condon et al. 1972) and it might possibly have been of value in the present case. It had been shown that glucagon exerted an inhibitory effect on pancreatic exocrine secretion in man (Dyck et al. 1970) .
Postscript (January 1974): Go-karting is a dangerous pastime. Since this case was presented, there have been two ruptures of the small intestine and a further rupture of the pancreas from the same cause.
The following cases were also presented:
Post-traumatic Diaphragmatic Hernia Mr Harvey White (for Mr J G Nardell)
(1) Long Survival after Palliative (Esophagectomy (2) Benign Gastric Ulcer Producing Dysphagia Mr P S Phatak (for Mr P T Savage) Cystosarcoma Phylloides Mr R C N Williamson (meeting to be continued)
